. In its early years, vagotomy and drainage rapidly gained in popularity on the basis of simplicity and the low operative mortality of 0-1-7% (Everson et al., 1957; Burge & Pick, 1958; Hamilton et al., 1961; Hendry, 1961) , together with a low incidence of post gastric surgery sequelae such as dumping and bilious vomiting. Recently the nutritional hazards of partial-gastrectomy have become recognized (Stammers & Williams, 1963) and it is natural therefore that this aspect of vagotomy and drainage should be closely examined. This paper is principally concerned with reviewing the information we possess about the metabolic and nutritional effects of vagotomy and drainage.
There has been a tendency in the past to consider post-vagotomy nutritional results regardless of the type of gastric drainage used. This is an assumption that, with the knowledge we at present have, is not justified. There are theoretical advantages to performing pyloroplasty as opposed to gastro-jejunostomy; correct sequential mixing of gastric chyme, digestive juices and bile together with appropriate hormonal control by gastrin, secretin and cholecystokinin. In addition the duodenum may be important for the absorption of certain food materials, notably, iron (Wheby, Jones & Crosby, 1964 (Badenoch, 1960) . (Wastell, 1966 Tovey (1967) found no difference between gastro-jejunostomy and pyloroplasty when combined either with total or selective vagotomy. The incidence of steatorrhoea (generally, faecal fat in excess of 7 g/24 hr) varies considerably after vagotomy and gastro-jejunostomy, with the observer from 43% (Cox et al., 1964) to 9% (Tovey, 1967) . Similar variation is found after vagotomy and pyloroplasty, Wastell & Ellis (1966) finding steatorrhoea in 50% of their patients while Tovey (1967) found it in only 8%. This variation is difficult to explain particularly as diet has little effect on fat excretion except in persons suffering from some malabsorptive process (Frazer et al., 1949; Frazer, 1961) . (Wastell, 1966) . It is likely that there is also interference with this mechanism in the case of gastrojejunostomy, together with poor mixing of the food with bile (Pessoa, Kim and Ivy, 1953; Butler, 1961 (Wastell, 1967, unpublished (Goldberg, Lochhead & Daag, 1963; Jacobs et al.. 1966) and in addition the duodenum may be important for the absorption of iron to take place (Wheby et al., 1964) . Also, as well as the above theoretical reasons for reduced absorption, Hoffbrand et al. (1967) found that 40% of unselected patients had a dietary intake of less than 10 mg iron/day, which he considered to be inadequate.
The fact that iron is probably absorbed from the duodenum constitutes a theoretical advantage, in this respect at least, in favour of pyloroplasty over gastro-jejunostomy. But .
Bone disease Osteomalacia
This has not, so far, been reported following a vagotomy and drainage operation although it has occurred following gastro-jejunostomy alone (Nordin & Frazer, 1956 (Boley et al., 1965 
